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Introduction
Patient satisfaction is being measured and valued as an outcome measure for consultations and patterns of communication between doctors and patients.'- 3 A range of methods have been described for measurement.
-

4
-* The particular method employed in a study will be determined by the purpose of the research. Interviews or open-ended questions produce much detailed information and allow for clarification of respondents' views but are considered difficult to analyse. 910 More structured approaches such as multiple item questionnaires with Likert scale response categories produce data that are easier to handle but require particular attention to validity and reliability.
11
- 12 While a multiple item questionnaire is the format most commonly used, the difficulty for researchers is choosing between particular questionnaires and assessing whether further psychometric testing is required. Moreover, varying cultural attitudes to health care mean that scales need re-evaluation before they are applied in settings different to those in which they were developed originally. 12 - 13 This study compares two questionnaires designed for measuring patient satisfaction with particular consultations-the Medical Interview Satisfaction Scale (MISS) 14 and the Consultation Satisfaction Scale (CSQ) 13 -to clarify their respective values for use with primary care patients in the United Kingdom.
Questionnaire design
Many questionnaires have been developed for single studies and have not achieved widespread use despite the apparent need for consistent measures.
1U3
- 16 -17 This prevents comparison across studies and many scales have not undergone sufficient psychometric testing. 1318 Scales should be able to discriminate between groups or individuals and produce scores that are reasonably spread across the response range. This appears to be a particular problem with high levels of satisfaction and narrow ranges of scores being reported despite the evidence that some patients are dissatisifed with the care they receive. 2 ' 4>6! " The reliability of questionnaires is tested usually by assessing the internal consistency of the scale with Cronbach's alpha as the summary statistic. The intention is to assess the homogeneity of the individual items as a coherent overall measure. Different levels of reliability may be acceptable at different stages of questionnaire development. 17 Test-retest reliability has been measured rarely and is problematic because patients' views of a consultation may change with time. 2 Fitzpatrick considers the validation of patient satisfaction questionnaires particularly difficult. 10 Evidence of content validity may be gathered by comparing new questionnaires with other scales and the literature to demonstrate that the questionnaire contains appropriate items. 415 In the absence of a gold standard, researchers have avoided making comparisons between scales although this approach appears attractive since demonstration of an association between scores would provide evidence that they were addressing a similar content. Construct validity, for which researchers study groups anticipated to have different views which relate systematically to the instrument being used, has been considered rarely. 20 The reliability and validity of the scale have to be established to enable the researcher to have confidence that the measure is assessing the content area it claims and that this assessment is consistent. These scale qualities may vary with the populations studied and normative data can be useful for interpretation.
Sub-scales
Since satisfaction is considered generally to be a multidimensional concept authors have attempted to identify sub-scales within questionnaires. Principal component or factor analysis is used to examine whether sub-groups of items may be identified through a process of either parsimonious representation of variance or of modelling linear correlation with underlying or latent variables.
1517 - 21 For example, both the Medical Interview Satisfaction Scale and the Consultation Satisfaction Questionnaire include four sub-scales (Table  I) . 1415 Since the choice of titles for sub-scales is a matter of interpretation of the latent variables by the Authors quote levels of internal consistency (Cronbach's alpha) for both sub-scales and overall questionnaires as demonstrations of reliability.
15
- 21 This may appear initially contradictory since internal consistency is relevant to items relating to a single dimension whereas the supposition behind the sub-scales is that those sets of questions have been answered differently to others in the questionnaire. However it may be possible to design a questionnaire that addresses a single substantive dimension of patients' understanding using a series of relatively independent sub-scales.
Place of completion
Patients may express different views in questionnaires depending on the methods used for administration. Empirical data is needed, though it might be expected that patients feel constrained to express dissatisfaction if they believe that the general practitioners whom they have consulted will have access to their responses. Furthermore, the time at which the questionnaire is administered may be of importance-for example, Savage and Armstrong found lower levels of satisfaction one week after the consultation as compared to immediately after the consultation. 2 The Medical Interview Satisfaction Scale (MISS) and Consultation Satisfaction Scale (CSQ) Reviews of the literature provide support for two instruments as measures of satisfaction with particular consultations in primary care settings. 121317 The Medical Interview Satisfaction Scale was developed in the US. The first version contained 26 items each with a five point Likert type response range. However, this was revised to 29 items with a seven point range. Evidence on reliability and validity is limited and further testing of its properties in the United Kingdom appears desirable. 13 Baker 15 has developed and tested the Consultation Satisfaction Scale in the setting of British general practice. This questionnaire is shorter than the MISS having 18 items each with a five point response range. (See Appendix for full instrument.) During its development, evidence of content validity was sought by peer review of the questionnaire items and allowing patients some opportunity to express their views in free text. In addition, comparisons with the content of other questionnaires were made.
Although both questionnaires contain four sub-scales (Table 1 ) they differ in the respect that the calculation of a total score is assumed for the MISS whereas the CSQ is presented as a profile of scores for the four individual sub-scales. The questionnaires were developed using similar methods with initial consideration of a large pool of items and rejection of those that appeared to be of little additional benefit. As a final stage of development, principal component analysis was undertaken to establish whether there were coherent subscales within the items although none were rejected at this stage. In these circumstances, consideration of a total score is not unreasonable for the CSQ as well as the MISS and enables direct comparisons of responses between the questionnaires.
Both these instruments have been demonstrated to possess high levels of internal consistency. Examination of the respective sub-scales suggests that the questionnaires may test different dimensions of satisfaction ( Table 1 ). The MISS has three sub-scales which focus on the physician's humaneness but there is no measure of competence. In contrast, the CSQ measures competence (professional care) but the sub-scale 'depth of relationship' appears to be a narrower approach to humaneness and to measure aspects of the doctorpatient relationship that might be determined by events outside specific consultations. For example, Question 14 'This doctor knows all about me' may be influenced by the length of doctor-patient relationship in addition to the patient's view of a particular consultation.
Study aims
The aims of this study were to compare the MISS and CSQ in terms of their acceptability, distribution of responses, reliability and validity. Reliability was to be addressed in terms of internal consistency of sub-scales and overall scales. The intention of testing the questionnaires together on the same population was to gather evidence as to which instrument enabled the wider expression of views. Finally the value of asking patients to complete questionnaires at home rather than in the surgery was to be examined.
The study set out to ascertain: 1) the degree to which the sub-scales and total scores of the MISS and CSQ were independent of each other and hence measure distinct dimensions of patient satisfaction; 2) whether or not measurement by postal questionnaire after the consultation produces a wider range of patient satisfaction scores as measured by these instruments than measurement immediately after the consultation in the doctors' surgery.
Method
The MISS and CSQ were bound as a single instrument with additional demographic questions. These were organized randomly so that approximately half had the MISS first and the remainder had the CSQ first. General practitioners were recruited from eight practices in South Glamorgan. At five of these practices all the partners participated in the study and for the remaining three only some doctors participated. The combined questionnaire was given to consecutive patients aged 16 and over after their consultation with their general practitioners.
Two study sessions were held at each practice covering morning surgeries. During the first session, patients consulting in the first half of the surgery were asked to complete the questionnaire immediately and place it in a sealed box in the waiting room while those consulting in the second half were asked to complete the questionnaire at home and were given a return envelope. During the second session, the order of response methods was reversed.
The practices selected were not intended to be representative and no attempt was made to identify the patients of particular participating general practitioners. The questionnaires were anonymous with no data being collected on non-responders.
For both the CSQ and the MISS, total satisfaction scores were calculated by adding the scores for individual items. For ease of comparison, these were converted to percentage maximum score by dividing by the maximum possible score (for the CSQ 90; for the MISS 203).
Results
Acceptability-response rates and demographic data
One hundred and ninety-eight of 316 (63%) patients consulting during the data collection sessions completed and returned questionnaires. Of these, 168 (85%) completed all the questions of the MISS and 171 (86%) all the questions of the CSQ. The response rate for those completed in the surgeries was 124/186 (67%) and for those completing questionnaires at home 74/140 (54%). The age and sex distributions of the responders are shown in Table 2 . There were no important or statistically significant differences between the responders in each setting for age or sex distribution. (For age: x 2 = 9.13, 4 degrees of freedom P > 0.05. For sex: x 2 = 0.368, 1 degree of freedom P > 0.2).
Response distributions
The distributions of the two patient satisfaction scores were similar with both being positively skewed. The MISS had a mean of 76.7% (SD 11.4) and the CSQ a mean of 77.2% (SD 12.6) (Figure 1 ). On both sets of questionnaires older patients reported higher levels of satisfaction. For the MISS: patients under 50 mean 74.7%; patients 50 and over mean 79.2% (95% Confidence Interval (CI) for difference 1.1-7.9). For the CSQ: patients under 50 mean 74.3%; patients 50 and over mean 80.5% (95% CI for difference 2.5-9.9). There were no notable or significant differences between men and women. The order of the scale presentation made no difference to the response rate or mean scores.
Reliability and inter-correlations
The inter-correlations for the overall scores and the subscales for the MISS and CSQ are shown in Table 3 . The levels of reliability for the overall scales and subscales are summarized in Table 4 .
Place of completion
For bom sets of questions, those patients completing the questionnaire at home reported lower levels of satisfaction than those completing it in the surgery although the ranges of scores were similar (Table 5) . For the MISS, the mean differences between places of completion was 4.2% (95%, CI 0.6-7.8%) and for the CSQ the mean difference was 5.8% (95%, CI 1.9-9.7%).
Discussion
This study provides data about the two scales tested and enables comparisons to be made between them. The response rate to the combined questionnaire was relatively low particularly for those patients asked to complete it at home. Given the length of the combined scales and the absence of follow up of non-responders this is unsurprising. While it could be supposed that patients who were dissatisfied with their care might be reluctant to participate in research, they might also be considered likely to welcome the opportunity to express their views. However it is difficult to imagine a consistent bias arising as a result of non-response when comparing across the two scales. The individual scales appear to be equally acceptable and there were no particular problems caused by the wording of the MISS when used with British patients. The results were not influenced by the order of questionnaires. The levels of satisfaction reported here for the MISS are slightly lower with a wider range than the data provided by Wolf when studying a younger population in the US. 21 Since it appears that this is the first time total scores have been calculated for the CSQ, comparisons cannot be made with other studies. Although a slightly wider range of scores was produced by the CSQ as compared to the MISS the distributions of scores (Figure 1 ) are strikingly similar. This suggests that it is not unreasonable to calculate total scores for the CSQ and this is supported by the correlations between subscales and the total.
Older patients reported higher levels of satisfaction than younger patients but there were no differences between male and female patients. This is consistent with other studies of patient satisfaction which have found similar age differences. As regards the relationship between the overall scales and the sub-scales, the possibility that they measure distinct dimensions of satisfaction is not upheld. There are relatively high correlations between the total scores for the instruments and for the sub-scales within them. The levels in this study are higher than Baker found in the development of the CSQ." These results raise concern as to whether the sub-scales are measuring the particular aspects of satisfaction they purport to measure. On the other hand, the high overall correla-tion between the two instruments provide evidence of consistency. This would appear to suggest that while the questionnaires appear to have different approaches to the measurement of patient satisfaction, both measure a relatively unified content domain.
The levels of reliability (internal consistency) ( Table  4) for both scales and their respective sub-scales suggest that they are sufficiently reliable to differentiate between groups of patients. 24 These results are similar to the levels of reliability described by the developers of the respective scales. 13 - 21 The reliability of the -subscales is no better than that for the overall scales and again this provides support for calculation of total scores.
In respect of the second objective, concerning place of completion, patients completing questionnaires at home and returning them by post registered lower total scores than those completing them in the doctors' surgeries. This may be evidence that patients find greater difficulty expressing dissatisfaction directly to their general practitioners or it may be as a result of having had more time to consider the consultation. The response rate for those completing the questionnaire at home was low and raises concerns about this method of data collection.
Conclusions
This study does not identify one scale as being clearly superior in psychometric terms to the other for measuring patient satisfaction. The views tapped and the range of responses found are similar; furthermore, the subscales within the questionnaires are not clearly independent either of each other or of the overall concept of satisfaction. In these circumstances, information is unlikely to be lost if a total score is calculated.
Appendix A. The Medical Interview Satisfaction Scale (MISS) 1 The doctor gave me a poor explanation of my illness. 
